Introduction
Effective health promotion programme require firm footing i n the behavioural sciences and their conceptual foundations (Seydel et al., 1994) . Such foundations permit knowledge to be cumulative rather than sporadic and lessons learned in one project to be applied to other areas. The effectiveness of health promotion programmes depends heavily on the quality of planning. In planning health promotion programme health professionals can be guided by implicit criteria, vague assumptions or by trial and error. Planned health promotion is a form of planned behavioural change. Behavioural change not only refers to actual behaviour but also to the cognitive or social determinants of behaviour. A first step in planning health promotion is an analysis of the determinants of the health status of the patient. With respect to mental health, a planned health promotion programme would first require an analysis of the mental health status of the patients and its determinants. The aim of this article is to provide an analysis of the psychosocial factors related to the mental health status of cancer patients. Assessing the relative importance of psychosocial factors in the mental health status of cancer patients can contribute to the design of effective health promotion programmes aimed at reducing psychosocial problems or promoting mental health in cancer patients.
An important aspect of cancer is that the stage of the illness can have an important influence on the mental health status. In the disease process of cancer patients, 4 stages can be distinguished (Weisman, 1977) . During the first stage, the stage of diagnosis and medical treatment, existential problems are vital. In the second stage, the stage of adaptation, the patient tries to re-assume daily life. The third stage consists of the remission of the disease and possible metastases of the disease. In the fourth stage of the disease, the terminal stage, cure is not possible anymore. Not every patient passes through all these stages. In some patients with a poor prognosis the diagnostic stage is followed by the terminal stage. Patients who survive cancer only go through stages one and two.
In the various stages cancer patients can experience a sequence of symptoms and psychosocial problems (Knobf, 1990 : Schag et al. 1990 Weisman, 1977) . With regard to psychosocial problems cancer is a disease which, more than most other diseases, disorders the psychic balance from the beginning of the disease. The patient can be overwhelmed by feelings of despair, panic and other emotions and in the other instances experience severe feelings of depression and apathy (Cassileth et aL, 1984) . Feelings of uncertainty are common among cancer patients, for example about the results of treatments and about the expectation for the future (Dunkel-Schetter, 1984; Peters-Golden, 1982; Wortman, 1984) . Bodily symptoms related to the disease or the treatment of the disease are an important aspect of the disease burden of cancer patients. Cancer patients sometimes undergo stressful medical treatments like chemotherapy or radiotherapy, which can have severe side effects (Holland & Lesko, 1988; Silberfarb et aL, 1980) .
The mental health status of cancer patients is mostly studied assessing the severity of psychosocial problems or by containing mental health status in the broader concept of quality of life. Most studies are descriptive in nature and up till now research has not provided a clear insight into the contribution of objective and subjective factors to the successful adaptation to the disease (Friedman et al., 1989) . The main aim of this paper is to provide insight into the role of psychosocial factors in the mental health of cancer patients.
The study that is reported in this paper uses a research model inspired by the stresscoping model of Lazarus (1966) . According to the research model, the mental health status is the result of the objective disease status of the patient, of the subjective disease burden and of the intrapersonal and extrapersonal resources that can be used by the patient to overcome the burden posed by the disease. The research model was used as a kamework for ordering the dependent and independent variables. The first component contained in the research model is the objective health status of the patient. The objective health status of the patient refers to several indicators that give an impression of the medical condition of the patient. Possible indicators are the type of diagnosis (with or without metastases) and the medical prognosis about the course of the disease.
The second component of the research model refers to the appraisal of the severity of the disease by the patient. The third component of the research model represents the internal coping resources of the patient, i.e. the appraisal of the patient of the possibilities of control in the threatening situation. The appraisal of the possibilities of control are crucial in the process of psychological adaptation in breast cancer patients (Taylor et aZ., 1984) . The appraisal of the possibility of control in a certain situation closely resembles the notion of self-efficacy (Bandura, 1986) . Self-efficacy is the expectation of an individual to successfully perform certain behaviour. Bandura links self-efficacy to certain specific behaviours. Research has shown that an individual develops a certain level of generalized self-efficacy on the basis of either successful or negative experiences (Jeruzalem 8z Schwarzer, 1992; Schwarzer & Fuchs, 1996) . Because every cancer patient can experience specific adaptation problems in various areas, a strengthening of the level of generalized self-efficacy could imply a strengthening of the possibilities of the cancer patient to cope with individual problems one encounters in the course of the disease process (Rowland, 1988) . In their study among 273 cancer patients, Cunningham et al. (1991) found a positive correlation between the level of generalized self-efficacy and quality of life and mood. From their study they concluded that generalized self-efficacy positively influences the use of adaptive coping strategies and hence the level of adaptation to the disease.
External resources can also facilitate the process of adaptation. Social support is one of these external resources (Funch & Metlinn, 1982; Northhouse, 1988; Smith et al., 1985) . Social support of professionals is mainly effective if they provide information about the disease and about the prognosis (Ros et aZ., 1992; Zemore & Shepel, 1987) . Loneliness as the representation of the lack of social support may also be a valid operationalization of the external coping resources of the patient. This paper describes a study designed using the research model of the role of psychosocial factors in mental health among cancer patients. The study was performed among breast cancer survivors. The aim of the study was to assess quality of life, including mental health among cancer survivors and to assess the influence on quality of life, including mental health, of some psychosocial factors from our research model (generalized self-efficacy, social support, loneliness and demographic characteristics like age and level of education).
Study
In this study mental health of cancer survivors was studied in the framework of a larger study on the relation between quality of care and quality of life of cancer patients. Mental health was studied as part of the concept of quality of life, which represents an important aim of cancer treatment. In current cancer care, Health related Quality of Life is an important measure in clinical research and patient care (Bruner, 1995) . Several self-reporting questionnaires designed to assess quality of life have been developed and psychometrically tested (Brook et al., 1979) . Despite the current interest in the assessment of quality of life in the treatment of cancer patients, little is known about factors that may influence it. The aim of this study was to examine factors related to the mental aspects of the quality of life of cancer survivors using the research model described earlier as a framework. Special attention was paid to the relation between psychosocial characteristics of the patients and mental health aspects of perceived quality of life. Psychosocial factors studied were social support, feelings of loneliness, generalized self-efficacy and social mobilization skills.
Method

Subjects
The patients participating in this study had been aware of the cancer diagnosis for an average of 2.5 years. Patients had received various medical treatments and were not hospitalized at the time of the study. They were selected by the medical administration department of two general hospitals, according to the following inclusion criteria: knowledge of cancer diagnosis, age between 18 and 80, comprehension of the Dutch language, and treatment at one of the following partnerships: gynaecology (gynaecological cancers, n = 54), surgery (breast cancers, n = 254), lung diseases (lung cancers, n = 39), internal medicine (tumours in the stomach and intestine region, n = 55) and urology (prostate cancer, n = 78).
A total of 480 patients participated in this study, 340 females and 140 males. The average age of the patients was 60.6 years (minimum 20 years, maximum 80 years, S D = 11.8).
Questionnaires
Mental health aspects of Quality of Life of the patients were measured using sub-scales of the RAND-36 (Van der Zee & Sanderman, 1994), which is a Dutch translation of the MOS SF-36. The psychometric qualities of the RAND-36 were tested in several populations and were sufficient (Van der Zee et al., 1994). In this study, results on sub-scales referring to mental health will be presented: mental health, social functioning, role limitations due to emotional problems and vitality.
Mental Health. This was assessed by 5 items: 'During the last 4 weeks how often (a) did you feel very nervous?, (b) were you so depressed that nothing could cheer you up?, (c) did you feel calm and quiet? and (d) did you feel happy?' Questions could be answered on 5-point scales, with the extremes 'never' and 'continuous'. The scale 'Mental health' was sufficiently reliable (alpha = 0.87).
Socialfitnctioning. This was assessed by 2 items: 'During the last 4 weeks, to what extent did your physical health status or emotional problems limit you in you normal social activities with family, friends, neighbours or others?' and 'During the last 4 weeks, how often did your physical health status or emotional problems limit you in your normal social activities with family, fiends, neighbours or others?' Questions could be answered on 5-point scales. The scale 'Social functioning' was sufficiently reliable (alpha = 0.75).
Role limitations due to emotional problems. These were assessed by 4 items. Patients were asked whether they had experienced the following difficulties in their work or other daily activities due to an emotional problem, e.g. because you felt depressive or anxious: 'You were able to pay less time to work or other occupations', 'You have attained less than you wanted' and 'You did not do your work or other activities as carefully as you used to.' The scale 'Role limitations due to emotional problems' was sufficiently reliable (alpha = 0.89).
Vitality. This was assessed by 4 items: 'During the last 4 weeks, how often (a) were you enjoying life?' (b) did you feel energetic, (c) 'did you feel exhausted' and (d) did you feel tired?', Questions could be answered on 5-point scales, with the extremes 'never' and 'continuous'. The scale 'Vitality' was sufficiently reliable (alpha = 0.81).
Scores on all sub-scales were transformed to 100-point scores, with a high score implying little problems with that aspect of Quality of Life. et al., 1994) . The SSL12-I is the shortened version of the Social Support List-Interaction version, and is especially constructed for use with elderly people. This list measures 3 kinds of support, namely daily support, support with problems and esteem support. Examples of items are: 'Does it ever happen that someone invites you for a party or dinner?' (daily support). 'Does it ever happen that someone gives you good advice?' (support with problems). 'Does it ever happen that someone gives you compliments?' (esteem support). The reliabilities of the 3 social support scales were satisfying (Cronbach's ad&, support = 0.75; Cronbach's asuppon with problems = 0.83; Cronbach's aeSteem support = 0.82). Respondents had to answer these questions on a 4-point scale, with the alternatives (1) little or never, (2) once in a while, (3)
Social support. This was measured with the SSL12-I (Van Eijck
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regularly, and (4) very often. Scores are presented at a 100-point scale and a high score implies much social support.
Degree of loneliness.
To assess this, the Loneliness-Deprivation Scale (DeJong-Gienreld, 1987) was used. This scale consists of 11 items, such as 'I wish I had a really close friend', 'I can rely on my friends whenever I need them', and 'I miss having people around me' (Cronbach's a=0.89). Patients had to answer on a 5-point scale, with the alternatives: strongly disagree, disagree, not disagreehot agree, agree and strongly agree. Scores are transformed to a 100-point scale, whereby a low score implies much feelings of loneliness and a high score implies no feelings of loneliness.
Generalized selfeficacy. This was assessed with a short version of the Dutch Scale of Generalized Self-efficacy developed by Boer (1993) . Example of items are: 'When unexpected problems occur, I don't handle them well' and 'I give up things before completing them'. Patients had to answer on a 5-point scale, with the alternatives: strongly disagree, disagree, not disagreehot agree, agree and strongly agree. The reliability of the generalized self-efficacy scale was high (Cronbach's alpha = 0.81). Scores were transformed to a 100-point scale, where a low score implies that the patient does not find him or herself capable of dealing with new problems or new situations and a high score implying that the patient finds him or herself capable of dealing with new problems or new situations. had to answer on 5-point scales, with the alternatives: strongly disagree, disagree, not disagreehot agree, agree and strongly agree. The reliability of this scale was high (Cronbach's alpha = 0.77). Scores were again transformed to 100-point scores and a high scores implies that the patient finds him or herself capable of mobilizing his or her social environment.
Social
Results
In Table 1 , the mean scores, and standard deviations of the sub-scales of the RAND-36, the social support scales, loneliness deprivation scale, generalized self-efficacy scale and the social mobilization scale are given. With respect to the mental aspects of quality of life, the mean scores in Table 1 can be compared to the mean scores obtained in a validation study of the RAND-36 ( Van der Zee & Sanderman, 1994) . This reference group consists of 1,063 subjects from the general population, with an average age of 44 years (range 18-89). In the reference group the mean score on the sub-scale 'Social functioning' was 86.9. The mean score of the cancer survivors in this study was slightly lower (82.3). In the reference group, the mean score on the sub-scale 'Role limitations due to emotional problems' was 84.1. The mean score of the cancer survivors in this study was slightly lower (77.1). In the reference group, the mean score on the sub-scale 'Mental health' was 76.8. The mean score of the cancer survivors in this study was slightly lower (72.7). In the reference group, the mean score on the sub-scale 'Vitality' was 67.4. The mean score of the cancer survivors in this study was slightly lower To assess the relationships between the psychosocial factors and the mental health sub-scales of the RAND-36, a regression analyses was used-see Table 2 . Table 2 shows that the level of social functioning, the amount of role limitations due to emotional problems, the level of mental health scores and the level of vitality can be partly explained by variations in the psychosocial factors studied. In all cases the degree of loneliness and the level of generalized self-efficacy significantly contribute to the explanation of aforementioned mental aspects of quality of life. The level of support with problems also significantly contributes to the explanation of mental health. 
Discussion
Results of this study of 480 cancer patients who had been aware of the cancer diagnosis for 2.5 years, show that the average scores on mental health aspects of quality of life in these patients are only slightly lower than the average scores obtained by a reference group from the general population. In general, there are no indications that the mental health of these cancer survivors is severely affected. Multiple regression analysis showed that level of loneliness and generalized self-efficacy are the psychosocial factors that are most closely linked to the level of mental health among cancer survivors. The aim of this study was to analyse psychosocial factors that are related to mental health of cancer patients. Assessing the relative importance of psychosocial factors in the mental health of cancer patients may contribute to the design of an effective health promotion programme aimed at reducing psychosocial problems among cancer patients.
Mental health aspects of the quality of life of cancer survivors compared to a reference group from the general population, reveals only slightly lower scores of the cancer survivors with respect to the mental health aspects of quality of life. Results from this study show that feelings of loneliness and level of generalized self-efficacy are the major predictors of the variations in the mental health of cancer survivors.
The cross-sectional research design used in this study restricts definitive conclusions about the causal relation between the psychosocial factors and either the amount of psychosocial problems or mental health aspects of quality of life. The level of generalized selfefficacy showed a significant correlation with both the amount of psychosocial problems and mental health. It can, however, not be excluded that the amount of psychosocial problems and the mental health status of the patient can severely affect the level of generalized self-efficacy. A more definite conclusion about the relation between generalized self-efficacy and mental health could be obtained from longitudinal research designs using structural equation models (Joreskog & Sorbom, 1988) .
Nevertheless the results are supportive of the idea that self-management strategies used by patients are related to the mental health status of cancer patients. Improving self-management strategies among cancer patients may prove to be a possibly effective health promotion method in cancer patients. In a previous publication (Seydel et aL, 1994) , an outline was given of a method to improve self-efficacy and self-management strategies among patients. This method has been applied to patients with rheumatoid arthritis (Taal et al. 1993 ) and a adapted version of the method could be designed for cancer patients. In the development of this method special attention should be given to strengthen the skills of the patient which promote the feeling of control over the serious situation with which they are confronted. Several authors have made suggestions that might be helpful is this respect (see among others, Cunningham et aL, 199 1; Meyerowitz, 1980; Redd & Hendler, 1983; Telch & Telch, 1985) .
